medically underserved racial/ethnic minority groups often report lower confidence in caring for their health and preventing health problems (Scheppers, van Dongen, Dekker, Geertzen, & Dekker, 2006) . Previous research indicates that limited financial resources reduce one's health self-efficacy, making it difficult to access health care and perform healthy behaviors (Ku, 2009; Lynch, Kaplan, & Salonen, 1997; Shelton, Goldman, Emmons, Sorensen, & Allen, 2011; Williams, 2003; Xanthos, Treadwell, & Holden, 2010) .
African American men are exposed to many social and environmental conditions and stressors that have a negative impact on their health and health behavior (Xanthos et al., 2010) . In particular, African Americans have the highest unemployment rate (12.7% for men and 12.6% for women in January 2012); and from 2008-2010 data, African Americans were 60% more likely to live in an area with double-digit unemployment rates (U.S. Department of Labor, 2012). Additionally, African American men face lower wages, with average African American men's wages being 76.3% of the average wages earned by European American men (U.S. Department of Labor, 2012) . A national survey of the life experiences of African Americans in 2013 revealed that 50% reported their personal finances as "not so good" or "poor," and those in this group were also less likely to be confident that they could pay for a major illness and more likely to report having a serious problem paying for medical bills in the previous year (NPR, Robert Wood Johnson Foundation, & Harvard School of Public Health, 2013) . Research on hardships shows that African Americans are more likely to report hardships than European Americans even after controlling for demographic and other socioeconomic indicators (Bauman, 1998; Williams, Mohammed, Leavell, & Collins, 2010) . Among the many stressors encountered by African American men, the experience of financial hardship can be most pernicious bcause it limits choices as one navigates daily life while often leading to an accumulation of subsequent stressors (Lincoln, 2007; Pearlin, Mullan, Semple, & Skaff, 1990) . More specifically, the experience of financial hardship often forces already disadvantaged households to choose among necessities such as paying monthly bills, food, and health care (Boushey, Brocht, Gundersen, & Bernstein, 2001) .
Social cognitive theory posits that self-efficacy is a critical determinant of health behavior (Bandura, 2004) , and self-efficacy has been shown to be positively associated with individual-and neighborhood-level socioeconomic circumstances (Boardman & Robert, 2000; Gecas, 1989; Siahpush, McNeill, Borland, & Fong, 2006) . Boardman and Robert (2000) contend that the positive association between SES and self-efficacy is largely explained by complex and autonomous occupations of high-SES individuals that increase selfefficacy, and the substantial resources afforded high-SES individuals that increase their likelihood of encountering mastery experiences. Yet few extant studies have examined the influence of socioeconomic circumstances on the health self-efficacy among men specifically, and those available use traditional measures of SES (i.e., education and income). Conventional measures of SES may not adequately capture day-to-day financial circumstances; in particular, these measures do not capture how well families are "making ends meet" or experiencing financial hardship. Financial hardship has been generally defined and measured following the work of Pearlin (Pearlin, 1989; Pearlin, Lieberman, Menaghan, & Mullan, 1981; Pearlin & Schooler, 1978) as difficulty in meeting monthly financial obligations (i.e., paying monthly bills; Lantz, House, Mero, & Williams, 2005) . Research consistently demonstrates a robust association between financial hardship and certain health behaviors (Kendrick et al., 2009; Macy, Chassin, & Presson, 2013; Siahpush, Borland, & Scollo, 2003; Siahpush, Spittal, & Singh, 2007) , self-rated health (Tucker-Seeley, Harley, Stoddard, & Sorensen, 2013) , morbidity (Butterworth, Rodgers, & Windsor, 2009; Hope, Power, & Rodgers, 1999; Price, Choi, & Vinokur, 2002; Tucker-Seeley, Li, Sorensen, & Subramanian, 2011) , and mortality (Tucker-Seeley, Li, Subramanian, & Sorensen, 2009 ), even after controlling for conventional measures of SES. Research has also shown that financial hardship is negatively associated with psychosocial factors similar to self-efficacy (Elstad, 1998; Mirowsky & Ross, 1984; Pearlin et al., 1981) , such as mastery (Vinokur & Schul, 1997) and internal locus of control (Krause, 1987; Lindstrom & Rosvall, 2012) .
To further explicate the socioeconomic determinants of health self-efficacy, the aim of this study was to investigate the association between health self-efficacy and a nuanced measure of socioeconomic circumstances (e.g., financial hardship) among African American men. To better understand and unpack the nature of the hardship experience (Avison & Turner, 1988; Boushey et al., 2001; Ennis, Hobfoll, & Schroder, 2000; Pearlin et al., 1981) , previous research on financial hardship suggests the assessment of traditional socioeconomic indicators along with multiple indicators of hardship (e.g. problems paying bills, unmet medical need). Our hypotheses were informed by the conceptualization of financial hardship as a chronic hardship experience that occurs more frequently and of unmet medical need due to cost as an acute hardship experience that occurs less frequently. We hypothesized that financial hardship would be negatively associated with health self-efficacy and that unmet medical need due to cost would attenuate the association between financial hardship and health self-efficacy but not completely mediate this association. We hypothesized that this association would remain even after controlling for potentially confounding sociodemographic factors such as insurance status, education, income, and marital status (see Figure 1 ).
Method

Data Source
Respondents for this study were recruited from an annual minority men's health fair hosted by a large health system in Northeast Ohio. Participants consisted of a cross-sectional, convenience sample of African American men aged 18 years and older who could read and write in English. Graduate student volunteers approached African American men attending the fair, and those men who gave oral consent were given a 47-item anonymous paper-based survey attached to a clipboard to complete onsite. The survey was developed using an eighth-grade reading level, and several volunteers were on hand to assist participants with completing the survey, though assistance was rarely requested. The instrument took approximately 10 minutes to complete, and participants were not compensated. The institutional review boards at both the medical system and the author's academic institution approved the study. Of the 1,200 total health fair attendees, 311 completed the survey. Participants were excluded from analysis if they were missing values on the outcome variable (N = 15) or the independent variables (N = 53). The final sample used for analysis was N = 243.
Measures
Outcome Variable. Health self-efficacy was operationalized in this study using the following question: "Overall, how confident are you about your ability to take good care of your health?" The response options were "not confident at all," "a little confident," "somewhat confident," "very confident," and "completely confident." We dichotomized this variable with a cutoff at the lowest two categories (Low health selfefficacy = not confident at all and a little confident vs. High health self-efficacy = somewhat confident, very confident, and completely confident). This item was originally used in the 2008 Health Information National Trends Survey, a nationally representative survey of cancer-related knowledge, information-seeking, and health behaviors among U.S. adults, sponsored by the National Cancer Institute; details about the design and implementation of the Health Information National Trends Survey and this specific item are available at http://hints.cancer.gov. This single measure has previously been used to characterize health self-efficacy (Wallace, Chisolm, Abdel-Rasoul, & DeVoe, 2013) .
Independent Variables. Primary exposure variable: To assess financial hardship, respondents were asked the following question: "How difficult is it for you or your family to meet monthly payments on bills?" The response options were "not at all difficult," "not very difficult," "somewhat difficult," "very difficult," and extremely difficult." We dichotomized this variable into high financial hardship (somewhat difficult, very difficult, and extremely difficult) and low financial hardship (not at all difficult and not very difficult). This item has been used previously as an indicator of financial hardship (Lantz et al., 2005; Pearlin & Schooler, 1978) .
Potentially confounding sociodemographic characteristics that we hypothesized as being associated with health self-efficacy and financial hardships were included as covariates in our models. The covariates included insurance status, age, marital status, educational attainment, and income. Unmet medical need was assessed as a potentially mediating variable by asking respondents the following question: "Was there a time in the past 12 months when you needed to see a doctor but could not because of cost?" Response options were "yes" or "no."
Statistical Analysis
Bivariate and multivariable tests were conducted to investigate the association between health self-efficacy and financial hardship. Chi-square exact tests were conducted to estimate the difference in health self-efficacy between those reporting financial hardship and those not reporting financial hardship and across categories of the categorical sociodemographic characteristics. T tests were conducted to estimate differences in age across categories of health self-efficacy and financial hardship. Modified Poisson regression models were estimated in SAS© 9.2 (Proc Genmod using Poisson distribution and log link) to obtain the relative risk of low health self-efficacy. We estimated three models: (a) a simple model including only the primary exposure, financial hardship, (b) model adjusting for potentially confounding sociodemographic characteristics, and (c) a model to evaluate if unmet medical need attenuated the association between financial hardship and health self-efficacy. Table 1 lists the frequency distributions for the sociodemographic variables across the primary predictor (financial hardship) and outcome variable (health self-efficacy). Bivariate analyses revealed statistically significant differences in health self-efficacy across categories of financial hardship (p < .01) and unmet medical need (p < .01). However, we did not find statistically significant differences across the sociodemographic characteristics in health self-efficacy (see Table 1 ). Tests of differences in financial hardship across categories of the sociodemographic characteristics revealed that those with-out health insurance (p < .001) and with lower income (p < .001) were more likely to report financial hardship. The results of the multivariable tests are listed in Table 2 . The simple model showed that those reporting financial hardship were 3.34 times more likely to report low health self-efficacy than those not reporting financial hardship. After adjusting for sociodemographic characteristics, those reporting financial hardship were 2.91 times more likely to report low health self-efficacy. When unmet medical need was added to the model, the association between financial hardship and health self-efficacy became nonsignificant, which suggests that this variable mediates this association.
Results
Discussion
This is the first study of which the authors are aware to examine the association between financial hardship and health self-efficacy among African American men. The results of this study revealed a negative association between financial hardship and health self-efficacy, and the association remained significant even after controlling for more traditional measures of SES such as education and income. Furthermore, we also determined that having unmet health needs due to cost appears to mediate the association between financial hardship and health self-efficacy. Having access to quality health care is a significant determinant of health outcomes (McGibbon, Etowa, & McPherson, 2008) , and African American men are more likely to report poor quality of care compared to European and Asian American men (Felix-Aaron et al., 2005) . Data from qualitative and quantitative studies reveal that African American men feel that their race substantially negatively influences the quality of the care they receive (Woods, Montgomery, Belliard, Ramirez-Johnson, & Wilson, 2004) . As such, if African American men have the perception that they will receive substandard health care due to race, then the results presented in this study of experiencing financial hardship, having difficulty meeting health needs due to the cost, and also feeling less capable of maintaining health present substantial barriers for African American men to engage in a complex health care system and manage their health, and warrant further investigation.
This potential cascade of unequal vulnerability reinforces the necessity of understanding the impact of financial instability on the health of African American men. Although lowincome status and financial hardship are correlated, they are not interchangeable (Short, 2005) , and many studies on the social determinants of health have begun using measures of socioeconomic circumstances (e.g., financial hardship) that capture the differential demands on economic resources across households (Perry, 2002; Whelan, Layte, Maitre, & Nolan, 2001 ). In the present study, we attempted to better understand the socioeconomic circumstances of African American men by focusing on financial hardship and unmet medical need due to cost in addition to the traditional measure of SES (e.g., education and income). In particular, the financial hardship variable used in this study was intended to gauge the potential impact of more specific chronic proximal barriers to meeting health needs; the measure of unmet medical need due to cost was meant to capture an acute proximal barrier to meeting health needs. Thus, the unique contributions of this study are the further explication of the association between socioeconomic circumstances and health self-efficacy and illustration of the multidimensional aspect of socioeconomic circumstances that influence this critical determinant of health behavior. In particular, our findings show the positive association between financial hardship and low health self-efficacy even after controlling for traditional measures of SES, and the mediating role of unmet medical need due to cost in that association among African American men.
Implications for Practice
These findings are particularly relevant for health educators and health care and social service practitioners working with African American men with few socioeconomic resources. Our results call attention to the need for a better understanding of how unmet medical needs due to cost and financial hardship work to reduce health self-efficacy, and help contextualize the difficulties some African American men may face. The findings of our study also demonstrate the need for information on unmet medical needs due to cost and financial hardship along with traditional measures of SES to be included in clinical and community-based health assessments aimed at identifying barriers to care for African American men. Health educators may want to use this type of information to identify and target African American men who lack the adequate confidence and resources to engage in preventive health behaviors or chronic disease selfmanagement, and might benefit most from interventions better tailored to their social (financial) circumstances.
Strengths/Limitations
This study uses a cross-sectional design, thus causality cannot be inferred. In addition, a convenience sample was used, which may limit generalizability and introduce selection bias-as does our relatively low response rate. Our measures of financial hardship and unmet medical need did not include an assessment of how often these hardships occurred; thus conceptualizing financial hardship as a chronic hardship experience and unmet medical need due to cost as an acute hardship experience was an assumption of our modeling efforts. Additionally, although the men who participated in our study are similar in terms of education, income, employment, and marital status to national samples of African American men (e.g., Current Population Survey; DeNavas-Walt, Proctor, & Smith, 2010), they may also exhibit more health-seeking behaviors than national samples, given they were recruited from a health fair. Lastly, the prevalence of self-reported financial hardship was relatively low at 21%, and our model did not include an explicit health behavior as an outcome. These limitations notwithstanding, the strengths of this study include the use of a more precise measure of socioeconomic circumstances and an examination of factors that potentially mediate the relationship between financial hardship and health selfefficacy in a sample of African American men. 
Conclusion
Given the lack of a statistically significant difference in health self-efficacy across the sociodemographic characteristics in our study and the statistically significant association between health self-efficacy and financial hardship and unmet medical need due to cost, the results of our study suggest the need for further explication of the psychosocial/socioeconomic environment of African American men beyond traditional indicators of sociodemographic characteristics. A better understanding of the mechanisms by which some socioeconomic and psychosocial factors influence health self-efficacy among African American men may contribute to the design of interventions on the social determinants of the health, health behavior, and health care for underserved men. More specifically, by explicating the role of financial hardship on health self-efficacy and the mediating impact of unmet health needs due to cost among African American men in this study, our results inform the practice of social workers, nurses, and other clinicians who may need to better understand the often unspoken rationale for delaying or avoiding preventive health care utilization, medication compliance, or other recommended health behaviors. This presents an opportunity specifically for community-based health educators and clinicians to engage African American men on these potential issues by expanding when possible existing assessments that capture SES to include financial hardship and the cost of care as potential barriers to health self-efficacy and to care in general. Social service or patient advocate programs could then be used to potentially reduce the impact of these barriers. Our goal in conducting this study was to highlight the need for greater explication of the socioeconomic condition of African American men beyond the traditional measures of education and income and to encourage the development of tailor-made support programs that target the financial barriers that African American men may encounter when managing their health and seeking health care.
